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Editor, Cytokeratin-positive interstitial reticulum cells (CIRCs) are an infrequent finding seen in lymph nodes with diverse etiologies. They are commonly seen in nodes free of but draining malignant tumors and in Kikuchi's lymphadenitis (necrotizing histiocytic lymphadenitis) and also seen infrequently in nodes showing a range of reactive inflammatory processes, primary, and metastatic neoplasms. CIRC appear to represent a subset of the so-called "fibroblastic reticulum cells" of lymph nodes. Their function remains undetermined; their increase in diverse lymphadenopathies suggests that they partake in nodal reactions to injury. It remains unclear whether the increase in CIRC relative number is due to proliferation or to cytokeratin (CK) gene induction processes, but their presence and potential capability to undergo hyperplasia with dysplastic forms should alert pathologists to possible diagnostic pitfalls. [1] The following are three cases that depict the spectrum of case studies with incidentally detected CIRCs. CIRCs were first described by Franke and Moll the year 1987. [2] In a study by Gould et al. where they studied a total of 291 enlarged lymph nodes with diverse etiologies, both neoplastic as well as nonneoplastic, they found that in 258/291 nodes (89%), CIRC numbers were distinctly increased in the subcapsular, paracortical, and, occasionally, in the medullary zones. Often, these increased CIRC formed networks around follicles, sinuses, and vessels. CIRC had comparatively small, irregularly shaped bodies, and dendritic processes;
Letters to Editor occasionally, giant forms were noted. CIRC contained CK 8 and 18 but not 19, as shown by immunohistochemistry, and by gel electrophoresis with subsequent immunoblotting. They co-expressed vimentin consistently, alpha-smooth-muscle actin frequently, and desmin less frequently. They did not contain desmoplakins, Factor VIII, S-100, leukocyte common antigen, B and T lymphocyte-and macrophage-associated antigens, chromogranin A, synaptophysin, or the A-80 glycoprotein. They found no clear correlation between the increased CIRC and given nodal disease processes. However, CIRC were most abundant in nodes free of but draining malignant tumors; bizarre CIRC assemblies were noted in HIV lymphadenopathy. [1] These CIRC may undergo a transformation and represent the "cell of origin" of certain CK-positive tumors restricted to lymph nodes that remain as unsolved mysteries in the case sheet as metastatic carcinoma with an unknown primary. Altogether, 14 cases of CIRC tumors have been reported in the literature, of which 3 were extranodal. Expression of CK and the very rarely seen extranodal location of these tumors can lead to a misdiagnosis of carcinoma. [3] Financial support and sponsorship Nil. uncommon, idiopathic benign disease of large airways characterized by the presence of multiple, sessile cartilaginous, and osseous submucosal nodules. It rarely presents as a single mass lesion arising from anterolateral wall projecting into the tracheobronchial lumen. TPO was the first reported by Wilks in 19 th century. It has a reported incidence of 0.01-4.2%. It is seen more commonly in males in the fourth to sixth decade. Clinical presentation varies from productive cough, hemoptysis, dyspnea, and wheeze, to obstructive respiratory symptoms caused by a single mass lesion. [1] [2] [3] A 40-year-old man presented with difficult breathing and stridor for the past 6 months. There was no history of tuberculosis, asthma, chronic obstructive pulmonary disorder, or trauma. The patient had to be tracheostomized to relieve his symptoms. He was given similar palliative treatment 8 years back. Computed tomogram (CT) scan showed a well-defined heterogeneous lesion measuring 28 mm × 27 mm × 24 mm lifting the left vocal cord superiorly and causing occlusion of the subglottic air space with peripheral calcified rim and central coarse calcification [ Figure 1a and b]. On fiberoptic bronchoscopy (FOB), a large fleshy intraluminal mass was visualized in the subglottic region with posterior attachment.
Histopathological examination of the biopsy taken from the mass revealed pseudostratified columnar to metaplastic stratified squamous epithelial lining, underlying subepithelial islands of chondroid elements, central myxoid degeneration, and peripheral osseous metaplasia consistent with a diagnosis of TPO [ Figure 1c and d]. The mass was excised followed by T-tube insertion. Histological features of this mass were similar to the biopsy [ Figure 1e and f].
The etiopathogenesis of TPO remains elusive. However, chronic infections, inflammation, trauma, amyloidosis, silicosis, ecchondrosis, and exostosis have been suggested as possible etiological factors. [4] TPO has been associated with thymoma, atrophic rhinitis, lymphoma, epidermal cysts, and myasthenia gravis. [1] No such associations were found in our patient. TPO needs to be differentiated from calcified lesions secondary to tuberculosis, carcinoma, papilloma, fibroma, endobronchial sarcoidosis, polychondritis, and Wegener's granulomatosis of the proximal airways. [4] These were ruled out in this case on the basis of clinical history, physical examination, histopathological examination, and sputum microscopy and culture.
On FOB, it is commonly seen as multiple sessile submucosal nodules protruding into the lumen of the trachea and main bronchi, sparing the posterior wall. CT shows calcific lesions and biopsy shows the presence of submucosal osseous and cartilaginous metaplasia, and metaplastic squamous epithelium confirming the diagnosis. Unlike the reported incidence, it was a single mass arising from the posterior wall in this case. [1, 3, 5] 
Tracheobronchopathia osteochondroplastica: An unusual presentation with near total occlusion of airways
Editor, Tracheobronchopathia osteochondroplastica (TPO) is an
